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INTRODUCTION 


With tf>o ModicahJ coverage expansion authortzod try 
mo Affordable Caro Act (ACA). in 2014 Medicaid win 
experience tho single largest surge m enrollment growth 
since tno program was ostabllshod nearly 50 years ago. 
The bulk of new program enroflees will receive their care 
through a managed care plan, (he principal way stales 
deliver services to current Medicaid enroflees in 20 to 
an but 15 states had comprehensive risk- based Medicaid 
managed caro programs (horoaflof ret erred to simpty as 
managed care), and nearly two thirds of tho nation’s over 
50 million Medtcald onroUeos received their health care 
services through managed care 1 

In this brtof wo examine how eight states are altering 
l heir Modicakl managed care programs as they move 
Into the homo stretch ot implementing tho ACA In 
particular, wo draw on tho experiences of eight stales 


(Maryland. Michigan. Minnesota, New Mexico. Now 
York. Oregon, Rhode island, ana Virginia) participating 
in the Robort Wood Johnson Foundation's State Health 
Reform Assistance Network and the related health reform 
Implementation monitoring and tracking prefect We 
describe how these states are revamping tneir Medicaid 
managed care programs and how they are preparing the 
programs lo provide coverage to new enroflees under 
hoaitn reform, and look into health plan and health care 
s&keholdora‘ perceptions of the changoa and preparations 

The tnlcrmalion in this brief is based on Interviews 
conducted with health care stakeholders— Including state 
Medicaid officiate health plan representatives, health care 
providers, and advocates— in oach of the orght states 
between January 2013 and March 2d 13. as w©« an a review 
of stato documents and the pubfehed and gray literatures, 


SUMMARY OF RECENT MEDICAID MANAGED 
CARE PROGRAM CHANGES 


Managed care te an tntogral parr of Medicaid in tho 
eight study states; each has decades of experience with 
Medicaid managed care and uses It to serve tho majority 
o! program bonofictanes BuJdtng off this Infrastructure, the 
stetas continue to increase tlxhr retance on Mocfccakl 
managed care by expanding tt to include new populations, 
geographic areas, and services Tho rdo ot Medicaid 
managed care Is growing but Is also evolving Even stales 
with mature programs such as those In tho eight study states 
continue to make mod.flcations. often major ones, as they 
adapt to changes in the health care marketplace and tho 
shifting coverage landscapo as one Infomiant explained, 
“(our managed care program] Is not your grandmo that's 
Medicaid managed care program.* Table 1 shows some 
of the most common typos of Medicaid managed care 
program changes reported by ihe study states 

Most of the eight study states have begun using managed 
care to servo new eligibility groups. Including many 
high-cost, high- need populations mat were previously 
exempt (Tablo 1) For instance. Oregon extended 
managed care lo Medicaid breast and cervical cancer 
treatment program beneficiaries, and New Ybrk began 
using managed care to serve homeless beneficiaries and 
Intends to move non-duaJ-oikj£>lo nursing home patients 
into managed care In October 2013, Most of ihe study 


slates (including Michigan, Minnesota, New York. Rhode 
Island, end Virginia) ore also planning to participate in 
the AC A -authorized State Demonstrations to Integrate 
Cara for Dual Eligible Individuals— an initiative which, 
among other things, robes on managed core lo servo 
beneficiaries wt>o are dually oligible for Medicaid and 
Medicare (the so-called dual eligible*) 

A number of states— for example New Mexico, New Vtxk, 
and Oregon— modified their managed care enrollment 
rules so that more bcnofclartos are required to enroll on a 
mandatory (as opposed to voluntary) baste In practice this 
typo of change increases managed care onrotlmeni New 
Vbrk. for example, has operated a voluntary managed long 
term care program that it Is now converting lo a mandatory 
program Smflarty. Minnesota replaced its “opt In* managed 
care enrolment pottcy for adufls with disabiWJes with o more 
passive “opt-out* approach, though enrollment is technically 
still voluntary for pits population tho change resulted In a 
considerable Influx of new onrolleGS 

In addition to enrolling greater numbers of beneficiaries in 
a managed care arrangement, the states are expanding 
the scope of Medicaid managed care by Increasing 
the number and types of services that are part of their 
managed care benefit package For instance. New 
Mexico extended its managed care package by Including 
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comm unity health wdVof services and mothadonc 
troatmonl. Orogon began using managed care tor the 
delivery 01 nonemergency transportation and residential 
mental health services And in late 2013, Rhode Island 
plans to Integrate long term services and supports (LTSS) 
with behavioral and acute health services tor delivery 
under a riskbasod managed caro plan or a Primary Caro 
Case Management model 

The Medicaid managed cars programs In a few study 
steles am undergoing substantial reorganization One 
such effort — Oregon's establishment ol Coordinated 
Care Organizations (CCOs) in 20 1 2 —Involves 15 CCOs 
(local entitles that are essentially networks of hearth 
care providers) that provide acute and behavioral health 
services and eventually dontal caro to Iho vast majority 
of Oregon boneficiarios statowkjo Long-term care 
services remain outsklo the CCO initiative. Previously, 
acute and behavioral health had been delivered by 
separate health plans under separate contracts Under 
the new structure, a CCO receives a monthly global 
payment lo deliver acute and behavioral hearth care and, 
somotimos, dental care The global payment includes a 
capttatod and noocapitatad component. Tho capitated 
part is a prospective per-member per* month payment 


and Includes services that had been previously covored 
by Oregon's managed caro program the noncapUated 
portion is for programs and services that had boon 
outsklo of managed care. Whfco most counties have one 
operating CCO, more populous areas In Iho stale have 
multiple CCOs that benoftclaries can chose from. 

Now Mexico is similarly consolidating rts managed care 
programs under o single program, Centennial Care. In 
that state, LTSS, acute and behavioral hearth services 
are currently covered under managed care out through 
separate contracts Beginning in 2014, four managed 
care organizations (reducod rrom the seven plans that 
currently servo twvef claries) will provide the ful range ot 
sorvteos to Medicaid onroiieos under a single contract. 

In addition to Oregon’s adoption of a global payment 
mo mod for acute and behavioral health services, other 
states made changes to mo way thoy pay health plans. 
Maryland, for example, increased the proportion ot plans 
premium payments that ore *af risk,’ or contingent upon 
plans’ ability to meet certain performance standards. 
Minnesota’s competitive bidding eftort met and exceeded 
cost savings expectations, creating SI 75 million in state 
budgetary savings. For 2013, the state used administrative 
rate setting, and held rates hat compared to 2012. As a 
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rosuit of these changes, in 201 3* Minnesota pays less in 
per member per month capitation than in 2010 The state 
is usng competitive bidding to set rates lor 2014 contracts 
for 27 counties outside the T>vtn CTJes region 

State officiate described a number of reasons for pursuing 
the aforementioned changes (and others) to their Medicaid 
managed care programs Though the motives behind tire 
changes— which inchjdo controlling program spond^g 
whSo improving quaity and otfctoncy— ora consistent 
with the ACA vision. the federal health rolorm law itself 


was not gonorafly the impetus. In tael, states pursuing 
large scale managed care reorganization (o.g . Oregon and 
Mew Mexico) or expansion (e g.. Mow' York) began planning 
these initiatives in advance of the passage of the ACA in 
2010, though Informants acknowtodgod that the federal 
reform provided additional momentum. Efforts targeting dual 
eOgibtes are o notable exception, however as most state 
officials cnKf Jed the ACA w<m providing the opportunity 
and motivation to pursue a managed care approach tor 
this population or— as In Minnesota's case— to expand an 
airoody successful model of managed care for dual diglttfes 


HEALTH REFORM AND STATE MEDICAID 
MANAGED CARE PROGRAMS 


As of this writing In May 2013, executive loaders in each of 
me eight study slates have Indicated support for expanding 
Medicaid lo Individuals with Incomes up to 139 percent of 
the federal poverty level (PPL), as authorized by the ACA. 1 

As shown In Table 2. tho potential Medicaid enrollment 
Increase lhal the study states could experience when 
ACA coverage expansions are implemented varies 
considerably— over a ten -year period, projected 
Increases in Medicaid enrollment range from loss than 
25 percent in Mew York to more than tOO percent in 
Oregon. Those enrollment projections assume that a 


state Implements the ACA Medicaid expansion and 
also include enrollment rotated to what Is known as the 
"woodwork effect " where Individuals who are currently 
eligible for Medicaid but not enrolled decide to enroll in 
tne program In a post-reform world 

To a groat extent pro ACA Medicaid eUgibttfty standards 
drive a stato‘5 level of Increase In Medicaid omollmont 
Additional factors that influence a state's ox ported growth 
include the availably of other insurance options in the 
state, the chare of the state's current Medicaid eligible* 
enrolled m the program, and its underlying poverty rates 
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STATES AND HEALTH PLANS FEEL PREPARED 
FOR ACA-RELATED MEDICAID ENROLLEES 


On balance. officiate in (ho sovon slates (Maryland, 
Michigan, Minnesota Now Mexico Now York, Oregon, 
one Rnode island) most likely to implement the Medfcad 
expansion Jell that theft managed care programs would 
txj ready to provide cover ago to new Medicaid enrotteos 
come January 2014, including those that are oxpected to 
experience significant enrollment growth, such as New 
Mexico and Oregon, tn large part the states have such 
confidence because ttieft managed care programs are 
statrio and mature, with sorrvo dating back more than three 
docadcs. Moreover many of tho states described long- 
standing, collaborative relationships with the health plans 
participating in I heir programs which Informants cited 
as major factor In their readiness for the ACA ModtoJd 
expansion. Capsulated summaries of the study states' 
health plans am provided In tho text box 

Furlhei hotel wing stale confidence several states 
(including Maryland Minnesota, New Mexico New York, 
Oregon, and Rhode (stand! already have experience caring 
for tho population targoted by (ho AGA ModicakJ expansion 
through oar tier coverage initiatives and thus have a *hugo 
part of the capacity building" in place now For example. 
Rhode island extends Medicaid to parents with Incomes up 
to t 75 percent FPL m Its RlloCare program, and Its Rhody 
Health Partners program covers adults with dtsabflrtios 
with Incomes up to lOO percent FPL Ukewtse, New 
Mexico has gainod experience with proving coverage to 
low- income adults (with and without children) through Its 
State Coverage insurance program, and New Ybrk already 
provides ModicaJd to adtfts (also with and without chfldran) 
in the expansion eligibility range through Family Health Plus. 

ConsJdertig this previous experience, state officiate and 
hoatth plans alike feel that they havo a good sense of 
what to expect wllh tho ACA expansion group. Central 
to this te an understanding ot me risk profile ot the 
population Informants boiieve that the ACA expansion 
population win be diverse ft? terms of health risk: It wUI 
include some tndMduab with higher- than -average hearth 
cam, needs, partteutarty for mental fjeatth and substance 
abuse services, which, informants noted, might make 
them "harder to ptace" in a hoaith plan that can fuly moot 
theft needs At the same time, the expansion enro&ees 
will include young, healthy adults (tho so-coiled "young 
invincible**) who, according to Informants, "win help 
balance" the expansion poputaUon's overall risk profile. 


State officials and plan representatives ateo oxpoct to 
experience some initial adverse-risk sofoetjon when Modcod 
is oxpanded with sicker Individuate fti tho expansion group 
enroBftg first to access needed hearth services, to addition, 
given that many in the expansion population win flkety have 
been without health Insurance for a long lime informants 
anicipate pent-up demand for services, tlkofy contributing 
further to higher- than-average utiSzation al first Indeed 
officiate In sever aJ stales expressed “ ratio F that the federal 
government is fufty financing tho expansion population for 
the fust throe years 4 Over time, officiate and plans oxpoct 
that demand will stabilize and that ACA expansion adults 
will look more like* other nondaatoled adults tn terms of 
risk, service use and cost 

White hearth plans feel ready to enrol tho ACA Medicaid 
expansion population they are concomed about some of 
tho broader Medicaid managed care program changes that 
many ot tho states are undertaking stmurtaneousiy such as 
the inclusion of new services (particularly long term cam) 
and populations (such as the dual elgibfes) In managed 
cam To the extent that (he risks associated with these and 
other endeavors cannot be adequately managed or that 
MoaicakTs payments to hearth plans era insufficient to 
moot these new responsibilities, plans worry about possible 
spilovor ©fleets to other parts of the* business, which 
could potentially compromise their ability to serve the ACA 
Medicaid population. 

Plan Capacity Viewed as Sufficient for ACA Medicaid 
Expansion. As turthor Indication of (heft readiness to 
servo tho ACA Medicaid expansion population, most 
of the study stales fool that they already have sufficient 
hearth plan capacity and Infrastructure to absorb tho now 
onroQoes. (Importantly, plan capacity was widely perceived 
as odoquale whereas there was more ambivalence about 
provider capacity, which wvt be discussed m the next 
section.) Overall, stale officials did not expect to execute 
major contractual changes lo accommodate the ACA 
expansion group, nor do they Intend lo contract with new 
hearth plans, even In states with large enrortment increases 
exported, such as in Oregon and New Mexico In tact, 
os mentioned abovo. In 20(3, New Mexico roducod the 
number of Medicaid managed care plans It contracts with 
from coven to four, and In Michigan (where 13 health plans 
participate in Medicaid) informants observed that there 
may bo Loo many plans. As one official put It, Medicaid 
programs have not spent much "tlmo and energy 
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worrying" about plan capacity Officials n several slates 
did, however acknowledge that enroiteos in so mo 
areas — particularly rural rosldonls— may not havo a 
wide choice of health plans 

Maryland was the exception in Us plan contracting activity 
In 201 3, throe now health plans (Kaiser Pormanento 
Moftna Healthcare, and a local, provider owned plan caled 
Riverside Health wu begin participating in Maryland's 
Medicaid managed program According to informants 
In the state, these new plans will help accommodate 
general onroflment growth In ModcakJ that has occurred 
independent of hoattn reform and wero not added to 
the program solely because of the ACA. A2 the same 
Umo, informants suggested that the new contract with 
Kaiser Pormanento was motivated m pari by the desire to 
offer another plan to Medicaid enrottoos that also has a 
commercial product (two other Modscaid managed care 
plans In tho state already sen commercial Insurance), to 
help provide continuity of care for individuals who "chum/ 
or cydo botwoon Medicaid and private coverage 

Now Vtork officials noted that me re could be some plan 
changes In theff Modtasd managed care program, but that 
these would be due to me structural changes the state b 
making to Its program rather than to the ACA Medicaid 
expansion. They anticipate some plan consolation and 
now plans comtng Into the market A few other states noted 
that 0 was std unclear whether new plans would enter the 
Medicaid managed earn market m advance of or soon after 
the expansion takes effect tn Minnesota, lor instance. 
Informants commented that plans could enter the MecBcad 
market rather oasiJy, given tho stated approach of rontradng 
wttn ‘any willing provider*— that ls f tno slate wW contract 
with plans that agree to its contract terms. With a state law 
requiring that Medicaid* participating plans bo nonprofit, 
however. Informants were dubious that this would occur 

Among the states mckided m mb study. Virginia Is an 
exception In how n is preparing its managed care program 
lor the ACA. This b no! surprising given the tentative nature 
of the Medicaid expansion that was only recently approved 
by the state's governor In May 2013, Virgirma's Governor 
McDonnell signed Into low a budget bill that could 
provide for Medicaid expansion under the ACA under 
certain conditions, effective as early as Jury 1, 2014 As 
a prerequisite Id the expansion, however, me bin requires 
Virginia 4 * Department of Medical Assistance Services to 
continue Implementation of existing Medicaid reforms and 
to pursue and Implement additional reforms. If a newly 
created legislative Medicaid commission determines that 
the state has met the specified conditions for Medicaid 


reform the bill provides for Medcati expansion without an 
additional vote by Virginia's GonoraJ Assembly 

In the meantime. Virginia officials are considering tho 
approach they might take if tho stato goes forward with 
the expansion For exampto. stato officials envision using 
managed care to serve ACA expansion onrottoos but are 
unsure how many plans would bo sufficient lor this effort 
Consistent with other states. Virginia officials stated that 
they ore not as concerned about plan capacity as with the 
nood lo give plans sufficient time to beef up their provider 
networks lo cover ndufts. a population (other than pregnant 
women) that Virginia largely does not cover in Its current 
Medicaid program Stato officials estimated that IT would 
take health plans at least 1 2 months lo build provider 
networks Virginia officials have ofso completed some 
trtslc calculations of a capitation rate and considered the 
risk profile of tho Medicaid expansion group Unlike the 
other study stales, however. Virginia offidafs recognize that 
they are somewhat disadvantaged In this regard because 
thoy have very bolted prior experience in caring for non- 
disabled adults without children. 

Unsurprisingly health plans ore pleased that the study 
slates are looking to managed care as the primary dofivery 
system tor the new Medicaid expansion population. As 
one official put it "It means more business (or thorn/ That 
said. officials and plans admit that there Is a lot of activity 
in Medicaid managed core, some stemming from tho ACA 
and some from general program changes as discussed 
above It is on "oxciting but choSanging" lime for hoelth 
plans, according to one state official 

Medicaid Plans Participating in tho Exchange, One 
ACA-roiatod consideration mat Is causing consternation 
for some Medicaid managed care plans » tho decision 
about whether to portiopato in the Hearth insurance 
Exchange (Exchange) Marty plans that participate in 
Modfcald monagod caro afroady have commercial products 
and slate officials boliovo that most— if not afl— of these 
plans wttf participate In tho Exchange, indeed. Maryland's 
Exchange law states that commercial plans with a market 
share above a certain threshold must participate in tho 
Exchange if they wish to continue soning coverage m tho 
external (outside me Exchange) private market 1 

Many, but not afl, of tne managed care health plans 
interviewed for this study suggested that thoy would 
participate In (heir state's Exchange Plans that are not 
planning to participate* eftod onerous state commercial 
Insurance regulations es a deterrent, and some provider- 
based plans fen the Exchange was not consistent with 
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their organizational mission, stoco ‘hoatth insurance ten t 
tnefr core business * More commonly hwuvor, plans 
reported interest in the Exchange. Including some who 
observed that white they undorstarxJ they must agree to 
servo the entire Exchange market they hope to servo a 
"niche" market by focusing on erroUees with incomes up 
to 200 percent FPL These plans recognize that they do 
not have tho ‘branding* or the fufl provider network to 
compote in tho traditional private insurance market and 
thus ore not looking to compete with largo commercial 
insurers through the Exchange 

Plans offered many reasons (or wanting lo participate 
in tho Exchange For somo Exchange participation 
represents a business opportunity For others. It is more of 
a ‘defensive strategy"— that is. the plan wants to keep its 
Medicaid ervottees who cycle between the two programs 
{e g . a Medicaid enroflee who becomes Excharvge-eflg&ie 
when tamity Income increases) and tears Inal If It does not 
participate to the Exchange It could lose these Ind victuals 
to other plans that have both Modicald and Exchange 
products* Providing continuous cars for indrvtduats who 
cycle between Medicaid and tho Exchange could abo help 
tho ptans better manage their costs, according to study 
informants Finally, somo plan represen ta lives also stated 
that parudpatng in the Exchange is consistent with their 
mission to sorvo low Incomo indMduate 

Notably ponding provisions In Maryland may help to 
mitigate concerns about continuity of care for individuate 
cycling between Modicald and the Exchange, and — 
according to koy informants in the state— -may somewhat 
lesson the noed for Modicald plans to participate to tho 


Exchango SpecTtcatiy Individuals who move between 
Medicaid and commercial coverage {Including but not 
limited to Exchange coverage) are allow od to go out of 
network lor a period of time to complete a treatment plan 
that was initialed before the change In insurance canters 
Also, when a person switches insurance, tne new carrier 
has to honor authorizations (o.g.. prior authorization for a 
surgery) that tho rabnqutsNng earner has sfroady approved * 

Related to Exchange participation, a predominant 
concern of both state officials and health plans regarding 
road mess for tho 201 4 coverage expansions Involves tho 
dovolopment ol an Information technology (TT) system 
that addresses "bH tho moving pieces in tho oHgibUty and 
onronmont process' and that is coordinated between tho 
Exchange and Medicaid, as well os the ability of hearth 
plans to ‘talk" to the slate. As one In formant noted. "If you 
mess mat up, mere are big consequences " 

Each study state is taking advantage of the enhanced 
federal Medicaid funding for fT system modernization that 
is temporarily available under tho ACA, and state officiate 
have devoted much of their time over tho past two years 
to ostabBshing a system that is ACA -compliant Even so, 
state officiate are acutely awnro that they are undertaking a 
significant change for which a new IT system is still being 
dovdopod and doing all ol this under tight deadlines. 
Overlaying this te the fact that for many ol tho study stales 
the ACA expansion (those enrolled in Medicaid and the 
Exchango) requires that different state agencies ‘have a 
shared vision that is Doing dearly communicated * As one 
official noted, tho fT system being dewHopod for tho ACA 
Is forcing thorn to rethink how tnoy do business. 
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Uriel Description of |-ij;|jt Sttulv States’ 
Maryland 

Maryland a staaswide Madtcad managed cere pro^am enrols 
cl A* m i and adits ftyrth and without dbab&tas) on a mandat cry 
Paso. Mora Uon throe-Quarters of Montand* Medicaid 
berwheiarka ore cnroilod in Marti Ooica thou(A> duo! ofag^ta 
mxi those* who a re instiiiaona6/ed nro excluded from the program, 
m wsjfl as some optional sma3 poptAxtions bko certain chtktan 
wtlh special health care rood* At Vto time of ou mtemows, 
sev^n hoann pun* partet^fd n Medicmd iTkinagod care (three 
*frl!3onnJ plans uegn participating in 2013*. fridudrg two 
plans that afeo portoapole in cocrmercoJ haalth kmrdrca mafcsts. 
and f no that serve pubic coverage proyama orfy. 

Michigan 

The majority or Michigan's Mod cad benetiaaTies flro in 
managed can?. Throughout the slide. chHorwi end adults fwtth 
and wittiout dsabditifis) are roqiirod to enrol in a he Orth plan, 
though for dual rtgtbtes, orooAmont b voluntary end health 
plans ere or*/ rrapcnsbki for Medicaid service*. The note 
plans to launch a demonstration project to integrate con? tor 
dual ofigbtea (under which plans w Cl deliver Mecflcrid and 
Medicare services) In 2014. A roMlhefy large rixnbcr of plans 
(13| participate in Michigan's managed cere protram — mcfcxJaig 
several "homegrown" plans — and about halt also servo the 
commercial market. Mow benetvnanet nave a awe* of at 
lees! two (and in some cases, as many as eight) plans with the 
exception of those Irving in the rural Upper Peninsula region 
who nro served by a single plan. 

Minnesota 

Minnesota's Medcaid managed care program is sLatowtie and 
wrote nondiaaWQd children and odiilt (mdudmg senk*sl on 
a mandator/ basis, pltna and orsAbieo banetcianos (naming 
dual ebgibbK) can enrol voluntarily In 20 f 3, lhe state plana to 
m piemen! a demonstration propel to ntegrate care for dual 
&iqsm unoer n managod caro Approach A total of eight plans 
cufTtntfy pamcipmo m Minnesota's Medicaid managed caro 
program. tnciudng three county -based purchasing plans which 
are owned and operated by the group of rural counties they 
serve. Most beneftcuuta have a choice at between two and 
four health plans though in a fundM ot rural counties fust a 
angle health plan o available M&rf of the plans also serve (or ore 
flfkkated with insurers that mcy*) the commercial market 

New Mexico 

About 30 percent ot New Mexico's Mod cad benefoanoa wo 
currency ereoted in managed car* ncfgdmg dual efrgttes- Vihte 
N«‘ Mexico a lundamentafry rwhapng Os Medcad managed 
core program wtft lUCentenriaf Cam trtttatrve see text) at 
present mo state comas with tom plans tor physical health 
care, cno plan tor behavioral haatn care and two tor long- term 
services and supports Under Ontom# Care, health piano 
writ be rasponublo fer provktng aQ three services — physical, 
behavioral, and tong-term serve** New Mejico has negobated 
contracts with tax plans and ruff knutomentaDon of die new 
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mrtudrv* a stitod tor January 1 , 2014 Among dv plana that w Ml 
participate m ContannLaJ Care there are two rogkml plans, o 
co mrogcml plan, ond a natonal tor-prefit. Morioud-orty plan 

New York 

More man 1 5 health plans partiofxite m New York's Modicum 
managed core p ro gra m, which enroQs eh$dien and tarrelieo on a 
(mostly) mandatory basis In most coixifles. but not a#, onrotaa 
are grwi a choice of hoatti plans. In addition. New Vbrk 
contracts with several health plans that provide long-term care 
or caro to particular populations, such as HWAIDS onrokies. 

Health plans that partjopalc in the program Include tor -profit 
commercial muoi, regional non- did M health plans, and 
prepad hearth service pbta or PHSPs. The latter me pnrrvmly 
provktef- sponsored, Medccud only tieeith plans that play a 
ctomciauj roio in New York City, covering acme 70 percent of 
Medcaid lores in the metropolitan area. 

Oregon 

Rough*/ 00 percent ot Oregon’s Moacx? oonofoarka me 
orvofled k> one of 15 ocsordinatod caro organizations (CCOs) Inal 
began openrtmg in August 201? WtuaJy aft mtsjcr M oricaxj 
dkrbnxy groups, mcfudJig dual ohQibtes, mo sorvod by a CCO, 
whch d a network ot local haafrti car* providers mcludng 
physical health, mental health, and sventiufly dental care 
providers. Eacn CCO is a unique ontc/ mat tnvofves a wide array 
of health care providers coming together to form a partnership, 
such as hosprtaa, hearth plans, counhes. and Individual 
providers. Most counties fri Oregon have a singte CCO, but in 
more populous rogens as many as fou CCOs are m operation 

Rhode Island 

Almost all Moderna b^fctmws 00 mondator^y enroSed In 
Rtto Caro, Rhodo island's managed care program Vkwiuty & 
Medcald services me covered under Rita Cm* with the major 
oncepDon of long 10m services and supports Statewide. 

Med>caid bonofieianw cnose oe^wetn rwo haann plans. United 
Hearth Caro and Neighborhood Heath Plan, a “homogrown" 
hoahh plan tho: currontfy serves omy tno Medcaid popuhtion 

Virginia 

Sr* hearth plans cun err participate n Wg^kn's Medicare 
managed quo program which operates statewide end 
mandatorty ortrote cnkdrgn, pregnant women end ether 
nondoahted adults, and tho aged and disabled who are not 
lecervng long term seme 01 end supports Dual efcptfas am 
cixiontty excluded from managed cm*, but w»D be enrcled 
voiunUrify as port of tho stales demonstration project to 
integrate caro tor dual ebgbka which is slated to begn In 30t4 
Plan choice varies by region bui *11 beneficiaries have a cloico 
of between two and tour health plans, at l he six participating 
plans four abo serve for me afttiateiJ with insurers thal serve 
the commercial market wfulo two servo only public programs. At 
tno time Ot 0 *m rterviews the state was pursuing the addiion of 
q seventh plan, which abo has a con\meraa) side 
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PROVIDER CAPACITY: MIXED VIEWS 


Though tho study states generally fait that their Medicaid 
managed care programs were prepared lor the Influx of 
onroitoes expected m ?0l4. one common area of concern 
involved the capacity of health plans' provider networks 
to moot new demand. Most (though not all) Informants 
oxpoctod provider capacity to bo a choltongo for thou 
state, but often qualified thotr concerns —In Minnesota 
an Informant noted that capacity Issues “will rot be 
insurmountable," and in New York another suggested that 
thoro would be "soma demand -driven challenges but It 
wonT bo a major problem," 

Study states* ax par fences with previous coverage 
Initiatives Involving the Medicaid expansion (or a simitar) 
population was also considered advantageous in terms 
of provider networks' preparedness to serve new 
emofloes, become many of tho nowty eligible indMduaia 
are already interacting with the health system in some 
way. For example, Maryland’s Pnmary Adult Cam (PAC) 
program provides limited outpatient core to adults, many 
of whom wifi be eflgibto tor Medicaid coverage under 
the ACA expansion. Because of PAC, Maryland already 
contracts wtth many community -based behavioral health 
care providers, prompting ono key Informant to explain. 
"Wo ’re not anticipating having an [access] Issue with 
specialties, t think vvo’ro wort positioned. Because of tho 
nature of Maryland's current design, I think wo’ro in much 
better shape than Medicaid health plans in other states. " 
Key Informants In otfiei states echoed thb sentiment, 
suggesting that much of the uninsured population already 
receives health cans through either a Medicaid- based 
program or from safety-net providers that are already 
pari of Medicaid managed com networks (o g., Federally 
Qualified Health Centers) 

Importantly, many viewed provider capacity as 
problematic for their state's health system more broadly— 
Including for the privately Insured population— though 
perhaps more pronounced In Medicaid given the 
program's often lower provider reimbursement rates. 
Worries about provider capacity also varied dcpondtng 

CONCLUSION 

Overall, study state offclaJs and plan representatives 
alike feel that, from a health cam delivery porspocth/e, 
they are ready to take on the ACA Medicaid expansion 
population. Each of the states has a tong track record 


on too type of provider. In some states, concern was 
mainly rotated to primary care, m others, informants were 
worried about access to specialists. ospociaty those 
providing behavioral health and dental care since many 
speculated that the Medicaid expansion population would 
ha vo pent-up demand for these services 

With tho vast majority of health plan contractual 
requirements already In place, 1 a number of slate officials 
notod tho if Medicaid managed core programs woukJ at 
least in theory — bo prepared to meet the health core 
demands of new enrol toes. In pracrtco. however some 
suggested that network providers may not currently 
accept new Medicaid patients, end expressed concern 
that tho expansion will only exacerbate tho probtom 
Moreover, as they absorb new enroflees, plans will need to 
expand their networks to remain compftant wtth network 
adequacy standards This would Involve contracting with 
additional providers who ore not already participating 
In Medicaid managed care, but In some states such as 
Maryland. Now Mexico, and Oregon. Informants were 
concerned that general provider shortages In both tho 
Medicaid and commercial markets, ©specialty tn rural 
areas, could make this challenging tor health plans 

Several states also suggested that the extent of provider 
capacity Issues will depend on how quickly newly ekgtbto 
Individuals enroll In Medicaid and tho degree to which 
Individuals currently etlglblo for Medicaid but not enrolled 
(the "woodwork effect' population) would enroll In the 
program. Informants agreed trial there would be somo 
level of pent-up demand (discussed above) that could put 
a strain on provider resources, at least initially, but this 
was not perceived as a threat uniformly across tho states, 
or oven across regions within a single state For example 
In New York City, a strong safety net has enabled many 
uninsured individuals to gain access to health care; white 
somo Now Yorkers in suburban and rural areas do not 
nave such a social Gaiety net and hove gone many years 
without seeing a health care provider 


in managed core and a strong infrastructure to build 
orr Further through various oar l tor Medicaid initiatives, 
many of I he states and plans have experience 
with serving populations similar to that of the ACA 
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o xpansfon, and thus fool confident about what to 
expect In terms ol ttvotr health risks and needs. With lew 
exceptions, states intend to use their existing network 
ot Medicaid managed care plans in the post -reform 
work], and. moreover, do not expect to make major 
modifications to plan contracts to accommodate the 
AC A Medicaid expansion population. 

Even wttn this basic confidence that the Infrastructure 
Is ready. Informants acknowledge there are marry 
challenges facing Medicaid managed care programs 
as they move into the home stretch before January 1, 
2014. Independent of the ACA. stales an? implementing 
several major changes tn took Medicaid managed care 
programs, and health plans are “scrambling" to odd now 
major benefits. As one Informant put it r "there am a lot 
of changes now fin our state Medicaid managed care 
program) and ACA is just another big one " Also, several 
of the health plans intend to participate in the Exchange, 
tor plans that currently servo only the Medicaid market, 
this requires developing an onllroty new insurance 
product and serving a wnoOy now market— that h, mo 
comm ore laJ markoL Provider access and capacity is 
another acknowledged challenge, though opinions about 
tha gravity of this fesuo — which most agree is "not just 
a Medicaid problem"— varied considerably. Perhaps 
most urgent was tho worry about whether the IT systems 
responsJbto tor determining oHgibWty tor MortcaJd and 
Exchange- based subsidies, and then enrolling eligible 
beneficiaries Into health plans, would be ready como 
fail 2013 Even with these acknowledged challenges, 
however, states and plans still believo they wtil be ready 


to launch by “hook or crook," but it may not be "perfect ' 
and it may bo “bumpy “ 

Concerns expressed by Virginia informants echo those 
of other study states, but Virginia officials described 
an additional concern rotated to Implementing any 
future authorized expansion within a very compressed 
time frame. Given that Virginia Medicaid has limited 
experience in serving nanaisabled adults without 
children, plan preparations likely would be more 
extensive in this stale than In some others Virginia's 
worries ore likely emblematic of other stales that 
currently hove more restricted Medicaid etlgibimy rules 
and programs. 

In conclusion, Medicaid managed care programs In 
the study states seem on balance weft* posit toned to 
handfo tho ACA Medicaid expansion As implementation 
proceeds, however, it win bo critical to monitor it and 
how other ACA provisions and gonoral stale Medicaid 
changes influence managed ca/o programs Also, 

It will be important to track the progress states and 
health plans mako In implementing ermXtmont and 
eligibility n systems, a key ingredient to b successful 
impfemon labor. The study states include a number of 
Medicaid IralJblazers, with several of tho states being 
leaders in expanding Medicaid and using a managed 
care delivery system. More recently, many of the states 
have been front-runners tn Implementing the ACA's 
Medicaid provisions. Accordingly, other states (and 
othor state Modtcakf managod care programs) may be 
less prepared for Iho Medicaid expansion. 
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Medicaid Managed Care 

\ - WHAT IS MEDICAID MANAGED CARE? 

Most, but not all Medicaid beneficiaries in New York State who do not have 
Medicare must now join a "mainstream" Medicaid managed care plan. 

Law and Regulations: N Y. Soc Servs. L. §364-j (Amended L. 2011 Ch 
59) Regufations at 18 N YCRR 360- 10. 

In regular or fee-for-service Medicaid, beneficiaries can go to any doctor 
who takes Medicaid. This is called fee-for-service because the doctor or 
provider gets a fee every lime he/she provides a service to a Medicaid 
beneficiary, in managed care, the plan is paid a capitated rate (flat monthly 
fee) to provide for nearly all of the beneficiary’s health care needs 

In Medicaid managed care, enrollees can only see the doctors and other 
health providers in Ihelr plan's network, and must follow the plans rules for 
accessing care In addition, they will be assigned a primary care provider 
and must go to this provider in order to get a referral for specialty care and 
prior authorizations for non-emergency hospitalizations and many other 
services 

Many (but not all) adult Medicaid recipients who DO have Medicare must 
join a different type of managed care plan • a Managed Long Term care 

Medicaid Re d e sig n Team ♦ N ew Rules a nd New P opulations 

Since the 201 1 state budget laws adopted the recommendation of the 
Medicaid Redesign Team, the rules about which benefits will continue to be 
offered on a fee-for-service basis have changed drastically The result is that 
3 3 million Medicaid recipients will be affected by the changes to the 
Medicaid Managed Care benefit package. Also, the rules about who will 
continue to be exempt or excluded from mandatory Medicaid managed care 
enrollment have changed. To read an article that explains the MRT process, 
the specific changes and the timeline for their implementation, click here or 
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UTPCOM Ut»fcztaUjr«/*JC*a 

see the attachment. Because the implementation is still ongoing, throughout 
this article you will find a notation "new as of (date)" and a link to an article 
with more information where available 

See Information on State MRT website on new populations and services 
under Managed Care 

‘ MRT 1 4S8: Care Ma nagement Population and Benefit Expansion, AcccmJq 
Services, and consumer Rights 

Beneficiaries must keep their regular Medicaid card They will need it to 
get important benefits that are not covered by their Medicaid managed care 
plan These are called “carved out” services because they are "carved out" 
of the Medicaid managed care benefit package and still paid for by fee-for- 
service Medicaid. See 364-](3)(d)(Amended by 201 1 Sess. Law News of 
N Y, Ch 59): see also Appendix K of the Medicaid Managed Care Model 
Contract (as amended August 2011) for a list of which services are covered 
by the managed care plans and those that remain covered by regular 
Medicaid. Currently, carved out services include: 

1 Mental Health Services for SSI recipients and SSI-related beneficiaries 

2 COBRA Case Management 

3 HIV Adult Day Health Care 

a Medicaid Service Coordination and other Long Term Care Services for 
the Developmentally Disabled 

5 Non-Emergency Medical Transportation Services (beginning 10/1/11) 

II. MANDATORY ENROLLMENT/ASSIGNMENT: 

Medicaid recipients in all counties plus New York City are generally required 
to join a managed care plan) 

• In New York City, and most upstate counties (go to Slide15) 
recipients receive mandatory enrollment packets from New York 
Medicaid Choice, a/k/a Maximus, a private company contracted to 
process managed care enrollments and disenrollments (Contact: i-eoo- 

50S-567B TTY/TDD (600) 329-1 5-1 1 
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• Currently Individuals will receive mandatory enrollment packets from 
New York Medicaid Choice or their Local Department of Social Services 
and will be randomly assigned into a Medicaid managed care plan if 
they do not choose a health plan 


New as of October 1, 2011, all newly mandated Medicaid recipients 
will have 30 days to choose a plan, regardless of disability status New 
Medicaid applicants will be required to choose a health plan at 
application. N.Y. Soc. Servs. L. §364-j(4)(f)(i) 

NINE MONTH "Lock-In”; Once enrolled in a plan, enrollees should get a 
member handbook explaining how managed care works Recipients have 90 
days from their initial enrollment date to change plans. If they do not switch 
within 90 days, they are “locked-in" to the plan whether they chose the plan 
or were automatically assigned, and cannot get out for the following 9 
months, unless they have "good cause" to do so. After the lock-in period 
ends, recipients can change plans for any reason at any time. However, the 
lock in applies 90 days after each new enrollment. Enrollees are supposed 
to receive notice of this right 60 days prior to the end of the lock-in period. 

III. WHO DOES NOT HAVE TO JOIN A MANAGED CARE 
PLAN? Exemptions and Exclusions 

Two groups of people do not have to join: people who are exempt and 
people who are excluded See N.Y. Soc Servs. L. §364-j(3); 

Exempt People who can decide if they want to join are exempt from 
Medicaid managed care Sfifi N Y. Soc. Servs. L. §364-j(3)(b), (e). 

Excluded People who cannot join a Medicaid managed care plan are 
excluded. See N Y. Soc Servs L §364-j(3)<c) 

CHART: EXEMPTIONS AND EXCLUSIONS REMAINING AFTER MR I 
IMPLEMENT ATION (4/2012) 

WARNING: The 2l}13 stale budget authorizes the State Dept of Health to remove these 
cxcmpliun* uml exclusions so stay lunrtl later in 2013. See this article and 
MR T M58 Coic Management Population and Utiicfil Lxpaiuuun. Acccaa to Servian., mid 
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Exclusions 


• Recipients with a chronic 
medical condition who are in 
active treatment with a 
specialist who does not accept 
any MMC plan (duration of 
exemption is 6 months - more 
limited as of 10/1/11) 

• Recipients enrolled in Medicare 
Advantage 

• Native Americans 

• OPWDD Waiver, Traumatic 
Brain Injury waiver, Care at 
Home Waiver for children, or 
Nursing Home Transition 

& Diversion Waiver recipients 
and those with similar medical 
needs and characteristics - 
called “waiver look-alikes." But 
as of April 1, 2013, Lombardi 
program participants without 
Medicare must enroll in 
managed care plans. See here 

° See Sept. 2012 
NEWS. ALERT_- they may 
get 6 months extension on 
their exemption from 
enrolling in managed care 
by applying for a waiver. 


• Recipients with original 
Medicare 

• Recipients with other 
comprehensive insurance 

• Recipients enrolled in the 
Medicaid Spend-down or 
Excess Income program, 

• Recipients with limited 
Medicaid eligibility (for 
example, Medicaid for the 
treatment of an emergency 
condition, tuberculosis (T B.) 
related services, Breast and 
Cervical Cancer); 

• Recipients receiving hospice 
services 

• FOSTLR < AKF - Chitilrm in ugaicy Ixnccl 
fi*icr cna will h* deluded until October 2014 
Children i» non Agency brad faita care and 
Ihc Hndgr* lo Health Matron! Waiver 
OMTSIDt NYCflre subject to mandatory 
enrollment In managed care us of April 1 , 
2013, under slightly different enrollment 
procedures lhan olhor ( SG8 this 

section) 


A chart with exemptions and exclusions phased out over MRTs three year 
implementation schedule appears in this detailed article , with a chart that 
can be found here Also see NYCinuciunnri^ciminciiriand i xciunnnv undmrd n. 2 oii 
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Here is a sample letter being sent in summer and fall 2012 lulling people they ure no 
longer exempt from mandatory enrollment, telling them to expect to receive u letter 
requiring them to choose n plan. If they nrc a waiver "look-alike" they should 
follow instructions in this Alert, 

Ncu Populations Required to Enroll in Managed Cure (21113, 2014) 

* * NTS Pert ri Hwtm PwmPctnl on Nm Pontollora and Benefits .Transitioning In Motmlmam 
MetftaPti Managed Cara, nrcactHPd In May fflll is gated hata, 

* See MRT 1458. Care Management I'oniilnlion and Flcncllt EaiamifltL Access in Services, ami 


A. NURSING HOME RESIDENTS - MANDATORY ENROLLMENT- 

Adults age 21 t becoming permanent nursing home residents otter March 1, 2014 will be 
required to enroll in managed care plans starting in June 2014 in dntvustnlc areas (NYC, Long 
Island, and Westchester) (delayed from March 2014) Upstate mnmktoiy enrollment will 
begin tn Hcccmbcr 2014 (delayed from September 2014). Sec State DOH Pulicy 

• Ttmmliun uf Nursing Hume Benefit and Population int o Managed Cure Puliev Paper (PDF) 
(rev. Mar. 2014) 

.I'lansiUun utNursiueltume Po nu lalion and Ikncfit into Medicaid Managed Cate • March 20. 
2014 Indentation reviewed timelines, network requirements, reniburscrnent policies and 
other key areas of enneern (NOTE dates not updated yet to reflect tentative start date of June 
1,2014) 

t he type o| managed care plan in which llte individual mast enroll depends mi whether or mil 
they receive Medicare 

• Chose with Medicare (dual eligible*) will leave to earn]) in n Managed I sing Verm 
Cate (MLTCt plan, unless otherwise exempt 

• lliosc without Medicare will have to enroll in a "mainstream" Medicaid managed 
rare plan. 

Anyone already in a nursing hnmc before June I, 2014 will nut liavc to enroll in a managed 
care plun, und will continue In have Medicaid pay fnr dicir nursing Initne Dire tin n Tee for 
service" basis 
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ITiosc who arc nlrcndy enrolled m an Ml TC or mainstream Medicaid managed care plan in the 
community, who come in need long-term nursing home placement after June I, 2014 (jf in die 
downsUlc mandator) area) or m other areas w hen they become mandatory, will no longer be 
disenmlled from the plan when they need mining home cate They will need to Uwhisc a 
nursing Ironic wirlim the plan's network (or may suuiclimcs dunge plaint) and the plan will still 
manage their core in the nursing home, 

See ulhcr MRT expansion documents at MRT 14^8 Care Management Population and Eiencfit 
Cxpaiumin, Access to Serv ices, ami Consumer Rights 

B. FOSTER CHILDREN - NEW MANDATORY ENROLLMENT In effect 
April 1, 2013 OUTSIDE OF NYC 

• Question and Answer Sheet Resutttag from the McdtaslU Managed Care Enrollment for ChiWrrn in 
Foster care 3/IU/13 Webinar Presentation (PDF, 263KB) 

• Policy end Proposed Changes to Transition Children in Direct Placement Foster Caic Into Medicaid 
Managed Care • April 2013 (PDF, 302KB) 

• Mcd*cntd Managed Care Enrollment for ChBdren In foster Care 3/18/13 Wehinn/ Agendi (PDF, 16l KB) 

• Medicaid Managed Carr Enrollment for Children in Foster Care 3/1 8/ 1 3 WeWnnr Presentation (POr, 
262KB) 

C. LOMBARDI PROGRAM RECIPIENTS who do not have Medicare - as of April 1, 
2013 must enroll In Medicaid managed care plans 

• Long Term Home Health Care Program Triinsillon tn Managed Can* 3/18/13 Wehimr 
Presentation (PDF, 211KB) 

• Long Term Home Health Care Program Transition to Managed care 3/IB/13 Wchmar Agenda (PDF. 
69KB) 

• koouJerm UomcJIcaKluCorc fYooffliTiJijOsiUgri |g Harwaed Cart PoEor (pdf, 247 KB) 

• Afloreved Long Tc;m Home Health laic Program (UHhCPi 1313 id ttcri<aKl WatyenAmemlment 

(PDF, 216KB) 

IV. Enrolling in and Disenrolling from Medicaid Managed Care 

Voluntary Enrollment 

Beneficiaries can enroll in a Medicaid managed care plan voluntarily at any 
time. They can join by calling a community based facilitated enrolter, a 
Medicaid managed care plan directly or by calling New York Medicaid 


att 
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